moderate number of white blood corpuscles but was sterile on culture. There was, therefore, no evidence ofinfection. Injection of diodone revealed moderate dilatation of the renal calyces, pelvis and ureter. There was a kink in the upper ureter but the dilatation persisted below this point, suggesting an obstruction to the ureter in its pelvic course. The catheter was left to drain the renal pelvis but this failed to relieve the patient's pain. Urolucosil was subsequently given for five days.
So much pethidine was now required that the patient was persistently drowsy and yet was never free from pain. There appeared to be three possibilities in the further management of the patient:
(1) Termination of pregnancy: The continued use of large amounts of analgesics raised the danger of addiction. Prolonged ureteric obstructionmight lead to permanent renal damage.
(2) Exploration of the kidney: A local lesion, if present, could be dealt with as required. More likely, no abnormality would be found, in which case nephrectomy would be the only solution.
(3) To do nothing and hope the pain would resolve, which involved the risk of prolonged urinary obstruction.
In fact, the last course was chosen but the hoped-for improvement did not occur. The blood urea rose to 51 mg % and the hamoglobin fell to 50 %.
Eighteen days after the first ureteric catheterization, the patient's temperature rose to 1020 F. A ureteric catheter was again passed. Pus was obtained, culture of which produced a heavy growth of B.coli. The catheter was left in situ and the patient was given a course of Furadantin and later tetracycline. The pyrexia continued, and four days later, at the 26th week of pregnancy, premature uterine contractions began. A live male feetus, weighing 1 lb 12 oz was subsequently delivered but died soon after birth. The blood loss was 4 oz.
The improvement in the patient's condition was dramatic. Within twenty-four hours, there was no pain and no pyrexia. On the fourth day, the ureteric catheter was removed and tetracycline stopped. A 2-pint blood transfusion was given, the heemoglobin rising to 68 %. A catheter specimen of urine showed many pus cells, but was bacteriologically sterile. The patient left hospital on the tenth day after delivery.
Further progress was uneventful. There was no more pain and no urinary symptoms. An intravenous pyelogram (Fig 3) was normal except for a bifid right renal pelvis.
The patient is now contemplating another pregnancy. T should like to thank Mr Ian Jackson for permission to present this case.
Mr G F Gibberd (London) said that he regarded the case as one of pyelitis of pregnancy, and that the unusual manifestations could be looked upon as extreme examples of features which were quite typical of the disease.
Dr A M McCausland (Los Angeles, U.S.A.) said he had little to add regarding hydronephrosis and hydroureter in pregnancy except that there was considerable evidence in the literature pointing to the effects of steroids on smooth muscle structures in pregnancy.
Very often there was abnormal dilatation of veins, gall-bladder, kidney pelvis, ureters, bowel, &c., and these dilatations were not entirely due to mechanical obstruction. Reynolds & Foster (1940) had shown that veins in the ears of rabbits dilated when cestrogen was given. Csapo (1959) and others had shown that cestrogen increased actomyosin in smooth muscle.
It might then be theorized that steroid imbalance could cause dilatation of the kidney pelvis and ureter as was illustrated in the case presented with resultant stasis and infection. Retroperitoneal CO2 insufflation and X-ray showed normal adrenal outlines. Culdoscopy: Nothing abnormal seen. Laparotomy (16.12.60): Ovaries macroscopically normal, but section of both ovaries showed the right one to have a small rounded purple-red tumour not visible or palpable from the surface. Adrenals normal to palpation. Right oophorectomy performed. Biopsies taken from the left ovary.
Recovery was uneventful and the patient began to menstruate normally 37 days following the operation. If not, this was not normal.
He had nothing but praise for the beautiful and simple inductive reasoning that followed. The condition was either due to adrenal abnormality or to ovarian abnormality. Adrenal cortical hyperplasia was rare at such an age and with such a sudden onset but it was possible. Was it an adrenal neoplasm? Presacral air injection with radiography was against any adrenal abnormality and the dexamethasone test was decidedly against an adrenal neoplasm. Her adrenal cortex reacted as does the normal cortex in that the 17-ketosteroids fell to below 4 mg/24 hours. The conclusion was that she had an ovarian lesion. The Stein-Leventhal syndrome was unlikely considering her age and even more because of the marked degree of masculinity and its sudden onset. They were left with one of the rare ovarian tumours though he would have expected a greater 17-ketosteroid excretion. One of his own cases of arrhenoblastoma excreted over 200 mg/ 24 hours. There were really only three masculinizing ovarian tumours though many names were applied to their varying histological appearances:
(1) Arrhenoblastoma. This was commonest in the second or third decades and usually there was a palpable lump seldom less than 30 mm in diameter. The histological picture varied from sarcomatous-looking cells to well-formed cords like seminiferous tubules.
(2) Masculinovoblastoma. This was butter yellow in colour and on histological section showed ballooned cells full of fat very like the cells in adrenal cortex (though it must not be taken for a piece of adrenal cortex). The only case he had had was in a woman in the early 20s.
(3) Hilus cell tumour. In the normal ovary of normal women it was not uncommon to find a collection of cells in the hilus looking like the interstitial Leydig cells of the testis even to the presence ofReinke albuminoid crystals. Tumours of these cells were associated with the onset of masculinity.
As the clinical account divulged that Professor McClure Browne needed to split the ovary to find the tumour the last was the most likely diagnosis and Mr Stablercongratulated him on relying so firmly on the preceding investigation that he went to this length to reveal the tumour. He did, however, let himself down a little by doing culdoscopy. If culdoscopy showed an ovarian tumour he was going to open the abdomen. If it did not he was still going to open the abdomen so why take the trouble? Professor J C McClure Browne (London) said that they were much indebted to Mr Frank Stabler for the able way in which he had clarified the problem of virilism. In this case it was quite clear from the investigations that a virilizing ovarian tumour was to be suspected, though pelvic examination failed to reveal any suggestion of ovarian enlargement. As Mr Stabler had pointed out, the use of the culdoscope in this case could well have been avoided as laparotomy was clearly indicated. However, in the past few years, through the courtesy of Professor Russell Fraser of the Department of Endocrinology at Hammersmith, Professor McClure Browne had had the privilege of seeing many cases of virilism, and had found that the culdoscope in these cases was a useful diagnostic weapon. It was largely in the hope of actually seeing a small ovarian tumour that it was employed in this case, though in fact the ovaries were not seen. At laparotomy both ovaries appeared normal and moreover felt normal. There was no palpable tumour. Nevertheless it seemed best to split both ovaries. The split left ovary appeared entirely normal, but on splitting the right ovary the small brownish rounded area was immediately apparent.
Professor McClure Browne thought it was Mr Stabler who had said that the harsh masculine type of voice was rarely improved after operation. In this case the patient's voice had been recorded before operation, and again a month afterwards, and there was a noticeable change for the better.
Professor C V Harrison (London) said that he had received a biopsy specimen of the left ovary measuring 20 x 15 x 5 mm. It contained one follicle with an extremely thin theca. No corpus luteum was found. The right ovary measured 30 x 20 x 20 mm with a buffcoloured tumour mass 15 x 20 mm, consisting of solid sheets of cells without any special arrangement. There was minimal stroma of reticulin fibrils and small vessels. The cells were uniform, round or polyhedral, about 15,A in diameter, with a central nucleus containing a small nucleolus. The cytoplasm was eosinophilic and resembled ground glass. In frozen sections there was some lipid present but this was patchy. Reinke albuminoid crystals were demonstrated. On these data the diagnosis of hilar cell tumour of the ovary appeared justified.
